Children account for approximately one third of all patients seen in accident and emergency (A&E) departments. 1 Between three and four million children attend such departments each year and by their fifth birthday 44% of children will have attended an A&E unit. 2 The Multidisciplinary Working Party into Accident and Emergency Services for Children published their report in June 1999 3 and their key recommendations are summarised below.
x Audio-visual separation of children from adult patients must be provided. x Only A&E departments that are on the same hospital site as inpatient paediatric facilities should accept children. x At least one registered children's nurse should be on duty whenever children are nursed. x Trusts must recruit a consultant who has undertaken a recognised training programme in paediatric A&E medicine and should liaise with a designated consultant paediatrician. x In planning the provision of A&E services for children there should be collaboration between A&E medicine, primary health care and paediatrics. Trent is one of the eight National Health Service regions in England and includes 11 health authorities and 43 NHS trusts; it has a population of 5.1 million of whom 974 000 are under the age of 15. We have reviewed the provision of A&E services for children within Trent region and have assessed how well these units meet various service standards including the first three of the Multidisciplinary Working Party recommendations described above.
Methods
A&E units that accept children within Trent region were identified by reference to a local handbook, the Trent Directory. 4 Telephone contact was made with those units to identify a named individual nurse who had a particular responsibility for, or interest in, the care of children.
A seven page questionnaire was constructed by drawing together various published recommendations relating to the provision of children's services, which included the first three recommendations of the Multidisciplinary Working Party described above. The questionnaire was mailed to each unit during September 1998; two follow up letters were sent to non-respondents at six week intervals followed by a final telephone prompt if required.
The questionnaire covered many aspects of A&E services. Departments were asked to describe their unit and give the number of annual attendances for adults and children, and if they used computerised records. Units were asked about the provision of paediatric inpatient services, audio-visual separation from adults and the minimum number of registered children's nurses working on each shift that children are nursed. We also investigated triage facilities, waiting and consultation areas and the use of paediatric pain assessment tools. Other topics included breast feeding, nappy changing and pushchair storage facilities, safety issues, health information and the use of play specialists.
Resuscitation issues included paediatric resuscitation training, the equipping of resuscitation areas and a checklist of drugs that would ideally be stocked in this area. It is agreed that an appropriate quiet room for parents should be provided in A&E departments and we therefore asked about the provision of such a room.
It was established whether there was a named A&E doctor and senior nurse responsible for children's issues and if a doctor with paediatric experience worked on each shift. We assessed the use of written guidelines for the management of non-accidental injury, cot death, deliberate self harm, pain relief, burns and scalds.
Results
There were 36 A&E units within Trent region providing services for children. Seventeen of these were mixed A&E units (47%), 17 were minor injury units (47%) and two were children's units (6%). These 36 units saw a total of 1 118 451 attendances in the previous year (range 50-126 591), which included 355 579 children (range 20-39 403). There was a 100% response rate to the questionnaire; this was most probably achieved as a result of approaching identified individuals at each unit.
Compliance with the first three recommendations of the Multidisciplinary Working Party by unit type is demonstrated in table 1. Within both children's A&E departments there was complete audio-visual separation from adults, paediatric inpatient facilities were available and registered children's nurses were always on duty.
Among the 17 mixed A&E units complete audio-visual separation from adults was provided in six units (35%), paediatric inpatient facilities were available at 11 units (65%), and registered children's nurses were always on duty in three units (18%). Separate waiting facilities for children were available in 11 units (65%) and separate triage facilities in one unit. Computerised records were kept by 16 units (94%) and regular paediatric resuscitation training took place in 13 units (76%). A named A&E doctor was responsible for children's issues in seven units (41%) and a named senior nurse in 14 units (82%). A doctor with paediatric experience was always on duty in eight units (47%).
The 17 minor injury units saw 54 237 children in the previous year (15% of all children seen in Trent). One unit provided audio-visual separation from adults, paediatric inpatient facilities were not available at any unit, and registered children's nurses were always on duty in one unit. Computerised records were kept in four units (24%), a named A&E doctor was responsible for children's issues in one unit and regular paediatric resuscitation training took place in 11 units (65%).
Some facilities should be available in all units, regardless of size. The Multidisciplinary Working Party recommend that in minor injury units "staV must have the equipment, skills and knowledge to assess and provide resuscitation and stabilization" and "knowledge, skills and expertise in awareness of, and initial management of children with suspected non-accidental injury". Questions on resuscitation facilities revealed that systems for the assessment of the weight of a child were used in 22 units overall (61%) and the Broselow system was the most common method. There was a wide range of diVerent drugs stocked in resuscitation rooms; of the 45 drugs suggested in the checklist produced by Phillips 5 each unit kept a mean of 29 drugs (range 4-44). There was an equally wide range in the equipment carried in the resuscitation room, with a distinct shortage of equipment for the smallest children.
Written guidelines were available for the management of non-accidental injury in 35 units overall (97%), cot death in 24 units (67%), deliberate self harm in 19 units (53%), pain relief in 27 units (75%) and burns and scalds in 31 units (86%). Paediatric pain assessment tools were used in only 21 units overall (58%).
Other facilities available were a breast feeding area in 18 units overall (50%), nappy changing facilities in 29 units (81%), pushchair storage areas in eight units (22%) and health information/accident prevention posters were displayed in all 36 units (100%). Regarding safety issues, socket covers were used in 18 units overall (50%), hot drinks were not allowed in waiting areas in 17 units (47%) and high door handles were used in 10 units (28%). Information sheets were provided on head injury in 36 units (100%), fever in 17 units (47%), febrile convulsions in 16 units (44%) and gastroenteritis in nine units (25%).
A quiet room was provided by 26 units overall (72%) and contained a pay phone in 16 units (44%), a mirror in 15 units (42%), a drinks machine in 13 units (36%), an engaged sign in 11 units (31%) and a sink in 10 units (28%).
Play specialists are recommended in units that see more than 18 000 children annually; there were five such units within Trent and four of them (80%) employed a play specialist. In all units a nominated person regularly checked toys for safety and hygiene.
Discussion
There are several sources of recommendations and guidelines relating to the care of children in A&E departments. In 1988 the British Paediatric Association, the British Association of Paediatric Surgeons and the Casualty Surgeons Association issued the "Joint statement on children's attendances at accident and emergency departments". 6 As part of their quality review of services for children, Action for Sick Children (formerly The National Association for the Welfare of Children in Hospital) produced the NAWCH Checklist for A&E departments. This and other practical recommendations were incorporated into the recently updated Royal College of Nursing document regarding the provision of nursing services for children in the A&E department. 7 Other sources of recommendations include publications by the Department of Health, other professional organisations and health service consumer groups. [8] [9] [10] The Multidisciplinary Working Party into Accident and Emergency Services for Children was convened by the Royal College of Paediatrics and Child Health, and the British Association for Accident and Emergency Medicine and included representatives from other relevant bodies. The aims of the group were to review current arrangements for A&E services for children and young children, to make recommendations for the future provision of these services and, to deal with consequent training issues and to consider an intercollegiate advisory structure. This survey shows that there is a wide variation in the services provided by A&E units within Trent region and that few units currently meet the recommendations of the Multidisciplinary Working Party. In 82% of the mixed A&E units in Trent there is an insuYcient number of registered sick children's nurses. This problem has been envisaged and the Multidisciplinary Working Party states that Trusts "must develop an eVective long-term strategy for the recruitment and retention" of such nurses, and suggests that progress towards this goal should be substantial by 2004. Furthermore, 63 000 children are seen annually at the six mixed A&E units in Trent that do not oVer paediatric inpatient services; this represents 18% of all children seen within the region. The Multidisciplinary Working Party recognises that co-location with paediatric inpatient services may be diYcult for geographically isolated trusts, for whom special arrangements must be made, but specifies that arrangements need to be made for the re-direction of children to appropriately supported units. It is recommended that these facilities, or a clear, timetabled plan for their implementation should be in place by 2004.
In conclusion, few units within Trent, apart from children's A&E units, currently meet the key recommendations of the Multidisciplinary Working Party. Further shortcomings, such as the shortage of resuscitation equipment for smaller children, or the lack of use of children's pain assessment tools, are equally of concern. The provision of certain facilities is commendable however, such as play specialists, clinical guidelines and health information.
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